Clinicians' attitudes and beliefs are an important component of service provision for women. This paper reports on the results of a New Zealand survey o f alcohol and drug treatment clinicians'.
INTRODUCTION

'The issues of attracting women into services, treatment attrition and relapse are not simply related to the characteristics of substance-dependent women, but represent a complex relationship between a woman's past and present
circumstance and the characteristics of available services' (Swift & Copeland, 1996a, p. 211.) Traditionally in the alcohol and drug field, differences between male and female clients have been ignored, with women being under-represented in treatment research (McCrady & 2 Raytek, 1993) . This failure to recognise gender difference has impeded the development of empirically validated treatment programmes for woman (Copeland & Hall, 1992) .
Differences in the development and nature of alcohol and drug problems between men and women have been identified. Differences can be attributed to biological (Copeland & Hall, 1995) , psychological (Busfield, 1996; Zweben, 1996) and social factors (Amaro & HardyFanta, 1995) . Factors that motivate women to seek treatment for alcohol and drug misuse may differ from factors that influence men to seek treatment (Wallen 1992) . Furthermore, there have been a number of barriers identified to women entering and remaining in treatment.
These include childcare issues, stigma and lack of support from others for entry into treatment (Copeland & Hall, 1992; Reed, 1985; Swift & Copeland, 1996a; Gray & Norton, 1998) .
Compared to men, women present to services with increased rates of depression (Zweben, 1996) , anxiety (Blume, 1992) , eating disorders, self-mutilation, and suicide attempts (Swift & Copeland, 1996b) . Women are more likely to have lower self-esteem (Reed, 1985) , and a higher incidence of physical and sexual abuse (Copeland & Hall 1995; Swift & Copeland, 1996b; Wallen, 1992) . Also, women are more likely to be unemployed, with fewer economic resources (Wallen, 1992) , and to have a partner who has a problem with substance misuse (Blume, 1992) .
Just as women's treatment needs differ to men's, women themselves have varying treatment needs. There is increasing evidence to suggest that attracting women to seek treatment and retention rates of women in treatment can be increased, when women's individual treatment needs are taken into consideration (Zanowski, 1987; Copeland & Hall, 1992) .
The influence of a prevailing culture within an organisation, Owen and Milburn (2000) argue cannot be under estimated neither can the tasks required to implement change. In relation to the treatment environment, clinician attitudes and behaviours have been found to influence women's experience of alcohol and drug treatment. Women and men experience differing societal influences (Scott, 1996; Ussher, 1991) , which are reflected in clinicians' attitudes a nd 3 beliefs (Broverman, Broverman, Clarkson, Rosenkrantz & Vogel, 1970) and behaviours (Copeland, Hall, Didcott, Biggs, 1993) . It is argued that failure to address such issues as devaluing dynamics and gender bias in practice can perpetuate women being deva lued in treatment settings (Ewashen, 1996) . Conversely, addressing staff attitudes and empowerment issues through staff education, training and programme changes, can increase the retention rate of women in treatment (Zankowki, 1996) .
However, whilst it is acknowledged that clinicians' personal beliefs can influence their clinical practice, in relation to women with alcohol and drug problems, this aspect of service provision has received little attention. The aim of this study was to explore the implicatio ns of clinicians' beliefs and reported services provision for women with alcohol and drug problems.
METHOD
The National Centre for Treatment Development (Alcohol, Drugs & Addiction) (NCTD), collected the data for this study, as part of a New Zealand wide telephone survey of 90 alcohol and drug treatment services. An initial survey of alcohol and drug treatment service managers found unanimous support for the survey. After gaining this support a random sample of 288-alcohol and drug treatment clinician were selected from 527 potential participants. A total of 223 eligible clinicians could be contacted and 217 (97%) agreed to take part. Individual clinicians and their services were assured of total confidentiality and anonymity.
The majority of clinicians surveyed were women (59%). The largest group of clinicians identified as counsellors (56%) followed by nursing (17%). The remainder identified their professional grouping as social work, psychology or medicine. Seventy percent of participants identified as European, Maori (24%) and Pacific Island (4%). Most of the clinicians worked in outpatient settings (67%); almost three-quarters were in full time employment, with the majority working in the public health system. Adamson and colleagues (Adamson, Sellman, Collier, Huriwai, Deering, Todd and Robertson, 2000) provide a more detailed description of the survey sample and method. programme/service; acknowledged/addressed sexual abuse issues and sexual orientation issues. As well as assisted with; parenting issues; violent and substance using partner issues.
The category 'other' was available to assign clinician responses, whic h did not fit the predetermined categories. These categories were chosen after reviewing the literature, and consultation with senior alcohol and drug clinicians and women clients.
On completion of data collection, it was noted that there were a considerable number of responses recorded in the 'other' category. To more clearly define these responses, the raw data was reviewed and the following three additional thematic categories were identified. 1) 
Statistical analysis
Clinicians' beliefs and reported service components provided were analysed using descriptive statistics. The main grouping variables were: gender, ethnicity, geographical location (rural/provincial vs metropolitan; South Island vs. North Island) and work site (government health organisations (GHO) vs. non-government organisation (NGO); residential vs. nonresidential).
Differences in clinicians' beliefs and treatment service components, according to the various grouping variables were analysed by chi square test for contingency tables for categorical data; t-test analysis for continuous data, and Pearson's correlation. As a large number of grouping variables were analysed only those p values of .005 or less are reported as being significant.
RESULTS
Seventy eight percent of clinicians were of the opinion that women with alcohol and drug problems should be treated differently to men with alcohol and drug problems. There were no significant differences found between clinicians that did or did not believe that women required different treatment to men with respect to gender, age, ethnicity, professional group, qualification, work place and geographic location.
Clinicians' provision of treatment to women
Seventy four percent (n = 161) of the total number of clinicians surveyed reported providing different treatment to women clients. When this group was compared with those clinicians not reporting providing different treatment there were no significant differences in socio-6 demographic or professional characteristics. Clinician responses to each of the twelve aspects of treatment provision are outlined in table 1.
There were however, significant differences identified in relation to gender and work setting.
Male clinicians (32%) were more likely than women clinicians (11%) to report referring women clients to a woman clinician ( 2 = 10.71. p = 0.001). Women clinicians (36%) were more likely to report having assisted with parenting issues than male clinicians (13%) ( 2 = 9.43, p = 0.002) ( Table 2 ).
In relation to work setting, NGO service-based clinicians (25%) were more likely to report utilising a different approach (women-sensitive approach) than GHO based clinicians (8%) ( 2 = 8.72, p = .003). Clinicians working in residential services (36%) were more likely to report referring women to women-only groups or programmes than clinicians working in outpatient services (13%) ( 2 = 11.06, p = 0.001). However, these clinicians were less likely (9%) to report considering women's treatment needs from a holistic perspective, than outpatient clinicians (31%) ( 2 = 8.92, p = 0.003).
Impact of gender mix in therapeutic caseload
Significant differences were found between clinicians that worked with increased numbers of women. Those clinicians for whom women comprised more than 40 % of their therapeutic caseload (high women) were more likely to be women (70%) ( 2 = 34.78, p < 0.001) and to be employed in GHO alcohol and drug services (62%) ( 2 = 10.42, p < 0.001). Furthermore, clinicians with a high number of women on their caseload were significantly more likely to assist with parenting issues (42%) (2 = 7.80, p = 0.001) and to use a holistic approach (35%) (2 = 9.88, p = 0.002) ( Table 3 )
DISCUSSION
The majority of clinicians (76%) surveyed in this study supported the view that women with alcohol and drug problems have different treatment needs to men and most were able to give specific examples of how they treated women differently. These results indicate that a range of clinicians working in the alcohol and drug field are working towards providing treatment 7 that takes into account gender issues. However, almost a quarter (24%) of clinicians did not support this view.
Significant differences between clinicians were found in relation to gender, work setting (residential and outpatient, GHO and NGO), reported practice and caseload gender mix.
Several gender differences were identified. Male clinicians were more likely to refer women clients to women clinicians, indication of an awareness of the rational for gender matching, particularly indicated when women have issues related to sexuality, or care of their children (Copeland & Hall, 1995; Nelson-Zlupko, 1996) .
Although assisting with parenting was the aspect of treatment most frequently reported by all clinicians, women clinicians were more likely to report doing so. This high response rate for addressing parenting issues may be attributed to women's (perceived or actual) parental role in our society. Women in the general population are more likely to be the primary care giver for children (Statistics New Zealand, 1996) . The same trend applies to substance dependent women (Brady, Grice, Dustan & Randall, 1993) . It is also reasonable to assume that women clinicians are more likely to have primary parental responsibilities, than are male clinicians.
Women clinicians therefore may be more aware of the associated stresses related to parenting and the associated impact on substance dependent women's ability to develop and maintain relapse prevention strategies.
It may be argued that assisting with parenting issues is not required in order to reduce/stop substance misuse. However, the literature suggests that a number of women with substance use problems are primary caregivers who experience parenting related issues (Swift et al., 1996b) .
Furthermore, substance dependent women themselves report parenting skills education to be important component in relapse prevention (Gray & Norton, 1998; Nelson-Zlupko et al., 1996) .
Women clinicians' greater attention to parenting issues may well be a further case to support gender matching of woman clinician to woman client. Although, like clients women clinicians 8 are not a homogeneous group; therefore parenting knowledge, skills and experiences will differ amongst women clinicians.
There were a number of differences found in relation to clinician work setting. Residential service-based clinicians were less likely to consider providing a holistic approach (as defined by this study) than outpatient clinicians. A possible explanation is that outpatient clinicians may have to help women overcome issues such as lack of support (Jarvis, 1992; Amaro & HardyFanta, 1995) in order for them to access residential treatment and, therefore, have a more holistic approach. Residential service-based clinicians were also more likely to refer women to women-only programmes/ services. Given that, within residential treatment settings' group therapy is a common treatment component, including women-only groups for women clients, this finding is perhaps not surprising. The inclusion of a women-only group/environment is also recommended in many studies (Jarvis, 1992) . However, it must be noted, as NelsonZlupko et al., (1996) argued, simply laying a specialised women's service over maledominated philosophically based programmes does not necessarily provide programmes that respond sufficiently to women clients' needs.
The difference found between GHO and NGO clinicians in relation to 'personal approach' i.e. more NGO clinicians reporting utilising a women-sensitive approach, may be related to professional grouping differences. More clinicians that identified as counsellors were employed in NGO settings and these clinicians more frequently reported using a 'womensensitive' approach.
In relation to various aspects of treatment that clinicians reported providing to their women clients, the category related to assisting/acknowledging sexual abuse issues received the second highest number of responses after assisting with parenting. This is reassuring given that a high percentage of women who seek alcohol and drug treatment, have a history of sexual abuse (Wallen, 1992) . However, the specific interventions provided and their appropriateness cannot be ascertained.
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Assistance with childcare issues was reported by only 9% of clinicians in the study. Given that many women clients have reported childcare as a barrier to accessing alcohol and drug treatment (Swift & Copeland, 1996a; Copeland & Hall, 1995) , providing access to childcare would seem to be an important factor to consider in service provision for women. Childcare facilities in New Zealand specifically for women with alcohol or drug prob lems are virtually non-existent. One possible explanation for this finding may be related to a narrowing of focus of alcohol and drug treatment services, from a broader life context focus to principally addressing the presenting substance use problem, in response to an early health reform emphasis on cost containment and efficiency.
Clinicians in this study who were working with larger numbers of women were more likely to be women clinicians, take a holistic approach, to address parenting issues and work for a GHO outpatient service. This raises questions regarding services that have significantly lower numbers of women compared to men, and the likelihood that these services will adequately meet the needs of women clients.
A number of clinicians in this study did recognise the need to consider issues such as the effects of socialisation and power differentiation when treating substance dependent women, reflecting issues identified in the literature. When working with, or developing treatment programmes for substance dependent women, it is important to acknowledge both the social and individual experience of women (Ussher, 1991) . It is also important that clinicians consider the impact of working in programmes that have historically been predominantly male-focused, where it may be easier for both women clinicians and clients to integrate into the dominant male culture, rather than assert themselves in order to maintain and develop their own identity.
Limitations of the study
Including items within the NCTD National Telephone Survey (NTS) (Adamson, et al., 2000) provided a valuable opportunity to collect New Zealand wide baseline, descriptive information about New Zealand clinician beliefs and clinical practice. However, the study 10 does have a number of limitations. First, time constraints limited the number of items, which could be included within the NTS, the 'depth' of questioning and also the qualitative information pertaining to the context of responses. Second, the study relied on clinician selfreport. For example, although a clinician may have reported addressing sexual abuse or other issues, whether she/he dealt with the issue appropriately could not be ascertained from the information collected. Third, the study relied on the interviewers allocating clinic ian responses to pre-determined response categories. Due to the large number of clinician responses recorded under the category 'other' these responses were further allocated to three additional thematic categories (utilising an empowerment/feminist approach, utilising a women-sensitive clinician approach or, a holistic approach). As these three additional categories evolved from clinicians' recorded responses, it could be argued that they provided a more accurate representation of clinician beliefs. The pre-determined categories were based on practical intervention strategies reflected in the literature and identified in consultation with clinicians and women clients but did not directly reflect philosophical approaches such as empowerment/feminist approach, which are well supported in the literature (Worell & Remer, 1996) . Finally some clinicians (8%) outlined treatment they provided to women in the past month, yet also reported not treating any women in the last six months. This suggests that these clinicians may have identified treatment they ideally would have provided, rather than what they actually did provide, thus inflating the clinician response rate in relation to treatment provided.
Concluding comme nts and implications for further research and se rvice provision
The majority of New Zealand alcohol and drug clinicians' surveyed believed that women with alcohol and drug problems have different treatment needs to men. Key themes outlined in the alcohol and drug literature were reflected in clinicians' responses, indicating that a range of clinicians working in the alcohol and drug field, are working towards providing treatment that takes into account gender issues.
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Despite limitations, the study did provide baseline data of clinicians reported treatme nt provision to women clients with alcohol and drug problems. Further research is required to investigate more specifically, the actual treatment provided to women clients by clinicians, and to gather the views of women clients about the services provided.
Factors that impact on clinicians' attitudes and beliefs that influence treatment provided to women, as well as the impact of the environmental working requires attention.
Finally in order to offer a safe and supportive environment, which both attracts and retains women? Treatment services need to provide an atmosphere in which women can maintain their own identity, and maximise their full potential.
